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Peritonsillar Abscess: Cool “Hot Potato”Peritonsillar abscess (PTA) is one of the most common deep
infections of the head and neck, and it occurs more
commonly in 20 to 40-year-olds than in children. Pediatric
PTA usually presents in later childhood and adolescence.
One study showed that the incidence of suspected PTA
among children was 14 cases per 100,000 person-years at
risk; the incidence was highest among adolescents (40 cases
per 100,000 person-years). The incidence of confirmed PTA
was three cases per 100,000 person-years at risk.1
The article by Hsiao and colleagues,2 in this issue of
Pediatrics and Neonatology, adds some useful data to this
discussion. They reported their experience about the
demographic, clinical, and microbiological findings and the
management of PTA in 56 patients over a 10-year period.
The mean age of the patients was 12.9 years, two-thirds of
them were older than 12 years. The diagnosis of PTA is
often made on the basis of a thorough history and physical
examination. Although 45% patients received a computed
tomography (CT) scan, CT with contrast enhancement may
be indicated to determine the anatomic borders of the
infection. In this comparative study, the leading symptoms
were fever (95%) and neck mass (89%) in the <12-year group
and sore throat (100%) and fever (54%) in the >12-year
group. PTA is usually associated with unilateral severe pain;
drooling is caused by odynophagia and dysphagia. There is
a gross unilateral swelling of the palate and the anterior
pillar, with reflection of the uvula toward the opposite side.
Bilateral PTA is a rare variant of a relatively common
disease.
This article contains reports describing the bacterial
pathogens of pus cultures. Cultures of the PTA usually show
a polymicrobial infection, with a mixture of aerobic and
anaerobic bacteria. Polymicrobial infection was identified
in 72% cases of this series. Ehlers Klug et al3 reported that,
on average, about three to five isolates were detected on
surface swabs or grown in pus aspirates. The predominant
organisms were Streptococcus (72%) and Fusobacterium
(44%) species.2 Hidaka et al4 suggested that Streptococcus
milleri group was the most common isolate of the Strep-
tococcus species. Group A Streptococcus was also1875-9572/$36 Copyright ª 2012, Taiwan Pediatric Association. Publish
http://dx.doi.org/10.1016/j.pedneo.2012.11.002established as a key pathogen in PTA. The importance of
anaerobes in PTA formation has been studied. Fusobacte-
rium nucleatum and Fusobacterium necrophorum have
been detected in patients with PTA. Hsiao and colleagues2
recovered F. nucleatum from 30% of all identified patho-
gens. However, F. necrophorum has been an emerging
pathogen in PTA.3
PTA may be managed in a number of ways: needle aspi-
ration, incision and drainage, and tonsillectomy. Tonsillec-
tomy should be considered in patients with a previous
history of recurrent PTA or recurrent severe tonsillitis.
Drainage using any of these methods combined with an
antibiotic therapy will result in the resolution of PTA in
more than 90% of cases. In this article, 31 (55%) patients
were drained at the emergency department immediately
after admission, and a further 14 (25%) patients received
aspiration and incision within the first 3 days of admission.
All patients received intravenous antibiotics therapy, with
nearly 60% being treated with penicillin-containing regi-
mens.2 Penicillin remains the first-line antibiotic for the
treatment of all tonsillar infections. A high resolution rate
of PTA following drainage and treatment with penicillin
alone was reported.5 The reported incidence of penicillin-
resistant organisms ranges widely. Studies have shown
that good clinical recovery is still achieved with penicillin.
PTA is a potentially life-threatening infection of the
potential space adjacent to the tonsillar capsule in the
oropharynx due to airway compromise. Caudad spread of
the abscess tended to precipitate upper airway obstruction
in patients with PTA. Recognizing impending airway
obstructions is important because cardiopulmonary arrest is
rarely a sudden event, but follows a progressive deterio-
ration in the respiratory function. Early recognition of this
disease process can prevent a poor outcome due to airway
compression and obstruction.
The findings in this study also provide areas for thought
and further investigation. Except for smoking being
a predisposing factor in adult patients, little is known
about the development of PTA. Human b-defensins are
endogenous peptides with microbicidal activity againsted by Elsevier Taiwan LLC. All rights reserved.
326 Editorialbacteria, fungi, viruses, and protozoa.6 b-Defensins func-
tion as a first line of defense against microbial coloniza-
tion in the oral cavity. Schwaab et al7 found strong
b-defensin expression in tonsillar tissues obtained from
PTA patients. b-Defensins may play a defensive role in
preventing microbial invasion and maintaining homeo-
stasis of commensal bacteria.
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